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FIVE CASES OF LOCOMOTOR ATAXIA. 

By AUGUSTUS A. ESHNER, M.D. 
Professor of Clinical Medicine in the Philadelphia Policlinic, Physician to the Phila¬ 

delphia Hospital, etc. 

Case I.—E. S., a widow, 38 years old, occupied as a 
seamstress, presented herself at the Howard Hospital 
with the statement that following an attack of influenza 
six years previously she had noticed jerking of the legs, 
principally at night, together with painful sensations. 
There was subsequently, also, occasional twitching in one 
or the other shoulder. Vision was subjectively much im¬ 
paired and the patient from time to time suffered from 
attacks of vertigo, at times so pronounced as to induce 
falling. She had, however, never lost consciousness or 
had a convulsive seizure. She slept poorly and was ner¬ 
vous and easily agitated. The appetite was impaired, the 
bowels constipated and there was complaint of morning 
nausea. Headache had been present for four weeks and 
there had been amenorrhea for four months. 

The patient had borne nine children, only four of whom 
were living, and these were in good health. Several had 
been born prematurely. The patient’s hair was falling 
out, although she had no knowledge of venereal infection. 
Her husband had served in the army and had also been a 
ship-carpenter and a fireman in the city fire department. 
He died of pulmonary tuberculosis. The woman had suf¬ 
fered from lancinating pains and had some difficulty in 
walking in the dark, although the feeling conveyed by the 
floor was.natural. There was also some vague girdle-sense. 

On examination, the station was found to be swaying 
and the knee-jerks could not be elicited, even with rein¬ 
forcement. Coordination was preserved in the upper ex¬ 
tremities. The pupils were full, the left being especially 
large. Both failed to react to light. Dr. W. Campbell 
Posey, who kindly made an ophthalmoscopic examination, 
reported the existence of optic atrophy with ataxic move- 
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ments of the globe. No gross derangement of sensibility 
could be discovered. The heart presented no lesion. 

Case II.—I. K., a married woman, 56 years old, pre¬ 
sented herself at the Howard Hospital with swelling of 
the left lower extremity, which had been present for eight 
days and had been preceded by pain. Pain was also pres¬ 
ent elsewhere. The patient further complained of general 
nervousness. Vision had been impaired for three years 
and was reduced to light-perception. The symptoms had 
set in insidiously and their progress had been gradual. 
Pain had not been an especial or an aggravated feature. 

The patient was unable to walk without support and 
without guidance. She complained of numbness of the 
feet and inquiry elicited the existence of shooting pains in 
the legs. There had been girdle-sense during the previous 
summer, but at no time any crisis. A history of syphilis 
was not obtained. The woman had borne eight children, 
three of whom had died, and she had had one miscarriage. 

The pupils were full, the left being the larger, but they 
failed to react to light. Station was unsteady and the 
knee-jerks could not be elicited. Coordination in the 
upper extremities also was imperfect. The heart pre¬ 
sented no abnormality. The appetite was variable and the 
bowels constipated. Sleep was fairly good and there was 
freedom from headache. There was slight vertigo in 
walking. 

These two cases are of interest as occurring in women, 
as locomotor ataxia is much commoner in men—in the 
proportion of ten to one, according to Gowers. In neither, 
moreover, could a syphilitic history or other definite 
etiologic factor be elicited, although infection with syph¬ 
ilis was strongly probable at least in the first. Finally, in 
both cases the pupils were large—usually they are small in 
locomotor ataxia—and by a strange coincidence they were 
unequal, the left in both instances being the larger. As 
noted, the pupils presented the reflex immobility typical 
of posterior spinal sclerosis. 

Case III.—J. W., a riveter, 37 years old, was referred 
to me by Dr. George M. Gould, with the following report 
of his ocular condition: The fundus presents no lesion. 
The right pupil is in a state of stabile mydriasis, the left in 
one of stabile myosis. The external ocular muscles func¬ 
tionate normally. Accommodation is partially paralyzed, 
paretic. 
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The patient’s parents were living at an advanced age 
in good health. The father’s family was said to be scrofu¬ 
lous. Of seven brothers and sisters one had a disorder 
whose description corresponded with chorea. The pa¬ 
tient’s wife had died of pulmonary tuberculosis. Of three 
children one had died, it was thought, of tuberculosis. 
There was no knowledge of any miscarriage. While preg¬ 
nant with the patient his mother had suffered a fall, which 
apparently left no permanent sequel. The patient him¬ 
self had had frequent attacks of malarial fever and had 
also suffered from pleurisy. He had for a year worked 
with lead, handling pigs of the metal and soldering water-. 
pipes, and had taken no special precaution to prevent ab¬ 
sorption of the poison. For many years he had been in the 
habit of indulging periodically in alcoholic excesses. Fie 
used coffee and tobacco freely. He had had gonorrhoea 
three times, and on one occasion enlargement of the 
glands in the left groin, with subsequent loss of hair, but 
without other distinctive signs of syphilis. 

The man complained especially of weakness in the 
lower extremities, which he had noticed for seven or eight 
years. He had staggered at different times whilst walking 
when not intoxicated with alcohol. He had also sharp, 
shooting pains in the legs and thighs, but no girdle-sense. 
There was no incoordination of the upper extremities, and 
no conscious difficulty in walking in the dark. The differ¬ 
ence in walking upon earth, stone, carpet, wood, etc., was 
readily appreciated. Micturition was not deranged and 
the bowels were constipated; there was no inconti¬ 
nence. Sexual desire was diminished and was restrained 
by a sense of weakness. Vision was blurred and hearing 
was variable, though impaired. Memory also was im¬ 
paired. The appetite was good, but food seemed not to 
nourish or strengthen. There had been no crisis and no 
loss in weight. At times there was vertigo, with shooting 
pains in the head. 

The right pupil was large, the left small; both failed to 
react to light, the right also in accommodation. The right 
palpebral fissure was narrower than the left. The patient 
had been struck over the right eye some years previously 
with a bag of hemp weighing about three pounds. Some 
of the hemp entered the eye and an obstinate inflamma¬ 
tion followed. The pupil had remained large since this ac¬ 
cident. The gait was rather awkward, especially in turn- 
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ing about. Station was a little unsteady, and the more so 
when the eyes were closed. No ataxia could be detected 
in the upper extremities. The knee-jerks were wanting 
and were not influenced by reinforcement. General sen¬ 
sibility was preserved. The action of the heart was 
rhythmic, the sounds clear. There was no blue line appre¬ 
ciable at the margin of the gums. 

In this case we have three etiologic possibilities: syph¬ 
ilis, lead and alcohol. Of the first we have no definite evi¬ 
dence, but exposure to the risk of infection makes it im¬ 
possible to exclude it as an etiologic factor. Of intoxica¬ 
tion with lead and alcohol there is no denial. What part 
each or all of these influences played in the causation of 
the disease must remain undetermined. 

In this case, too, the pupils were unequal, the right 
being large, the left small. It is probable, however, that 
the conditions in the right eye were dependent upon local 
changes and in no way related to disease of the cerebro¬ 
spinal system. 

Case IV.-—J. W. L., a widower, 43 years old, was re¬ 
ferred to me at the Polyclinic Hospital and related that he 
had for several years been troubled with bleeding hemor- 
hroids, which were from time to time a source of pain and 
annoyance. He had also noticed pain of a shooting char¬ 
acter in the lower extremities. His appetite was unim¬ 
paired, his bowels regular and he slept well. The tongue 
was coated. The man had no difficulty in walking, sub¬ 
jectively or objectively, and his station was steady. The 
pupils, however, were small and immobile on exposure to 
light, although they reacted in convergence and to accom¬ 
modation. The eyes were examined carefully by Dr. Jas. 
Thorington, who reported, in addition to the absence of 
the pupillary reaction to light-stimulation, that both irides 
were round, the right measuring two mm., the left one and 
a half mm. in diameter. Both discs were round, and in the 
right, just above the macula, there was a small area of low- 
grade choroiditis. The visual fields were contracted for 
both form and color, especially for the latter. The 
knee-jerks could not be elicited, even with rein¬ 
forcement. There was some weakness of the 
sphincter of the bladder. There had never been girdle- 
sense or crisis of any sort. Sensibility was preserved and 
the coordination of the upper extremities was good. The 
heart presented no lesion. The patient complained of 
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slight pain on manipulation of the bare back. He had had 
an attack of enteric fever at the age of nineteen. He in¬ 
dulged in alcohol and in tobacco freely, but denied abso¬ 
lutely any venereal disease. For a time he had lived on 
the Western plains and had camped out and roughed it a 
good deal. 

In this case we have only the abolition of knee-jerks 
and of pupillary reflex, together with lightning-pains and 
weakness of the vesical sphincter, upon which to base a 
diagnosis of posterior spinal sclerosis, and, in the absence 
of other evidence to the contrary, these may be considered 
sufficient. Literally, the case is not one of locomotor 
ataxia, that is, at the present stage, there being no appar¬ 
ent disorder of locomotion or ataxia of any kind. There 
can be no doubt, however, of its being one of posterior 
spinal sclerosis, and it is not unreasonable to assume that 
the motor disability will appear in the further progress of 
the disease. This is not a rare sequence of events, and the 
incoordination may be deferred for a long time and even 
fail entirely to appear. Lightning-pains and loss of knee- 
jerks are usually the earliest symptoms of the disease. 

The origin of the disease in this case may be attributed 
either to a life of exposure or to alcoholic excess, perhaps 
to the conjunction of both influences. 

Case V.1—E. A. R., a married man, 49 years old, em¬ 
ployed as a night clerk in an express office, presented him¬ 
self at the Howard Hospital on account of attacks of ver¬ 
tigo of which he had had four in the preceding six months. 
A year before he had had an epileptiform convulsion, in 
which he had lost consciousness and had bitten his tongue. 
This attack had occurred at 5 A. M., before the patient 
had .arisen from bed and a day or two after hearty indul¬ 
gence in crout. There was no paralysis. He complained 
of formication of the left forearm and wrist, associated 
with a shock-like sensation along the ulnar aspect of the 
hand. I11 the attacks of vertigo the patient became blinded 
and reeled and he thought he would fall if not supported. 
Subsequently, he manifested a tendency to turn toward 

lrThis patient was exhibited by Dr. Chas. K. Mills at a meeting of 
the Philadelphia Neurological Society, held Oct. 23, 1893, and an 
account of the case appears in The Journal of and Nervous Mental 
Disease, 1894, p. 127. It was then considered as a probable case of 
posterior sclerosis of slow development. At that time, however, no 
changes were found in the fundus. 
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the left. On beginning to eat,tears would appear in his 
left eye and the left side of the face would break out in pro¬ 
fuse perspiration. Memory was deranged, so that the pa¬ 
tient could recall facts but not names. There were no de¬ 
lusions of exaggeration. Face, head and lips were tremu¬ 
lous. The man stated that at times he trembled in writ¬ 
ing, though in my presence he was able to write legibly, 
though a little jerkily. This character of writing, he said, 
was customary in his occupation. The gait was a little 
clumsy and halting and not made much worse by closing 
the eyes. In walking there was a tendency to deviate to¬ 
ward the left. The patient was able to stand steadily on 
both feet, with eyes open or closed; less steadily on either 
foot alone; and least of all on the left foot. The 
left pupil was the larger. Both were fairly 
regular and reacted in accommodation but not to 
light-stimulation. The tongue was tremulous and ap¬ 
peared to deviate slightly toward the right when pro¬ 
truded. The sense of taste was preserved, that of hearing 
was defective and worse upon the left side. The tick of a 
watch could be heard at a short distance from the right 
ear, but only when in contact with the left. A feeble, 
though at times distinct, knee-jerk could be occasionally 
elicited on the left and it could be reinforced; none at all, 
however, could be discovered on the right, though at 
times it was thought a feeble contraction of the rectus 
femoris /could be felt and slight extension of the leg 
seemed to take place. Common sensibility was grossly 
preserved, although there appeared to be some blunting 
in places. The reflexes in the upper extremities were pre¬ 
served. There had never been girdle-sense and the sense 
of feeling in walking was normal. The sphincters were 
under perfect control. Sexual desire had been 
wanting for a year. The appetite was preserved and 
the bowels constipated. The patient’s countenance was 
mobile, and he stated, on inquiry, that he was not unduly 
emotional. The grasp of the hands was quite strong. 
After taking potassium iodid, gr. x, and mercuric chlorid, 
gr. 1-24, for a day, the patient noted profuse lachryma- 
tion in both eyes, with aching of the teeth and jaw-bones 
and also of the eyes. After a purge and a mustard foot¬ 
bath the right eye became completely closed. On the fol¬ 
lowing day the left eye became closed, while the right was 
again open. 
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It was learned further that on July 4, 1876, the patient 
had been overcome by the heat and that his pupils were 
dilated at the time. He had had an attack of gonorrhoea, 
but denied other venereal infection, and there had been no 
obvious secondary manifestations of syphilis. His wife had 
borne five healthy children and had suffered no miscar¬ 
riage. The patient had at different times taken alcohol 
to excess and he chewed tobacco freely. He was subject 
frequently to attacks of sneezing, lasting several minutes 
at a time. No neuropathic heredity could be elicited. The 
urine contained no albumin. Speech was a little thick. 
Examination of the eyes by Dr. W. Campbell Posey re¬ 
vealed: Argyll-Robertson pupil on both sides, with ataxic 
movements of the globes at the extreme limit of rotation. 
Optic neuritis was present in both eyes, passing into the 
atrophic stage, and more marked on the right side. The 
fields of vision, for form and for color, were contracted 
concentrically. After taking picrotoxini, gr. 1-30 t. d., the 
patient said that he felt better, although he complained 
of a shock-like sensation upon the ulnar aspect of the left 
hand. There was no perspiration upon the right side of 
the body. The knee-jerks could not be elicited at a second 
examination, when also station was rather unsteady. 
There had been no nausea or vomiting and no headache. 
There was generally no spontaneous vertigo, but dizziness 
was induced by stooping. 

The nature of this case is not entirely clear. There are 
present many symptoms of posterior spinal sclerosis: the 
awkwardness of gait, the uncertainty of station, the failure 
of the pupils to react to light, the optic-nerve degenera¬ 
tion, the hypesthesia, the enfeeblement of the knee-jerks. 
Besides, we have some of the symptoms of general paresis: 
the tremulousness, the thickness of speech, the impair¬ 
ment of memory, the epileptiform convulsipns. There re¬ 
main yet to be accounted for, however, the vertigo, with 
deviation to one side, the impairment of hearing, the vaso¬ 
motor manifestations and the preponderance of some of 
the symptoms upon the left side. These are suggestive of 
a basal lesion, and with a history of insolation it is not dif¬ 
ficult to go a step farther and attribute the manifestations 
in part at least to a meningitis involving pons, medulla 
and cerebellum. In reply to an inquiry whether the ocular 
findings best adapted themselves to a diagnosis of loco¬ 
motor ataxia (posterior spinal sclerosis), of general paresis 



AUGUSTUS A. ESHNER. 170 

or of chronic or old basal meningitis, Dr. Posey stated 
that “there is nothing in the ocular findings which would 
prohibit, in fact, the findings would rather incline to, a 
diagnosis of chronic or old basal meningitis.” While the 
diagnosis is, perhaps, not entirely adequate or satisfactory, 
it seems best to account for the varied symptoms present. 
It is not impossible, of course, that there may be two sets 
of lesions—a posterior sclerosis in conjunction with a 
basal meningitis. In this case the pupils, while small, were, 
like the pupils in Cases I., II., III. and IV., unequal, and 
again it happens that, as in Cases I. and II., the left was 
larger than the right. 

Cases I. II. and V. were seen in the service of Dr. 
Lewis Brinton at Howard Hospital, and it is to his cour¬ 
tesy that I owe the privilege of reporting them. I desire 
to thank Dr. Posey for his kindness in furnishing careful 
eye-reports in Cases I. and V., and Dr. Thorington for sim¬ 
ilar report in Case IV. 


